Quality of life (QOL) is an important outcome measure in modern medicine in the current scenario. The WHO defines QOL as "an individual\'s perception of their position in life in the context of the culture and value systems in which they live and in relation to their goals, expectations, standards, and concerns."\[[@ref1]\] Though not as popular in India as in the developed countries, it is gradually gaining importance.\[[@ref2]\] With advances in medicine, mortality rates are decreasing. As a consequence, morbidity rates are increasing. In this context, adding life to years is more important than adding years to life. Developments in medical outcome research have helped in comparing diverse health conditions.\[[@ref3]\] QOL is an important outcome measure in treatment outcome studies, cost-effectiveness evaluations, and in developing programs to meet the unique needs of the individual.\[[@ref4]\] It is more important in chronic diseases with poor prognosis. Schizophrenia and chronic obstructive pulmonary disease (COPD) are both chronic disorders with relapsing remitting nature, sharing a similar trajectory of course. We did not come across any published literature comparing the QOL of these two disorders. Hence, we undertook this study to assess the QOL of patients with schizophrenia and COPD and compare them.

MATERIALS AND METHODS {#sec1-2}
=====================

The study was cross-sectional in design. The sample consisted of patients with schizophrenia and COPD, aged 18--60 years, from the outpatient and inpatient facilities of a tertiary care teaching hospital in South India.

Inclusion criteria for schizophrenia patients {#sec2-1}
---------------------------------------------

Patients fulfilling criteria for schizophrenia as per the International Classification of Diseases-10 Diagnostic Criteria for ResearchPatients between 18--60 years of either sex.

Exclusion criteria for schizophrenia patients {#sec2-2}
---------------------------------------------

Patients with any significant physical illnessPatients not willing to consent for the study.

Inclusion criteria for chronic obstructive pulmonary disease patients {#sec2-3}
---------------------------------------------------------------------

Patients diagnosed as COPD by the physician, as recorded in the case sheetPatients aged between 18 and 60 years of either sex.

Exclusion criteria for chronic obstructive pulmonary disease patients {#sec2-4}
---------------------------------------------------------------------

Patients with comorbid psychiatric illnessPatients with any other chronic physical illnessPatients not willing to consent for the study.

Tools used for assessments {#sec2-5}
--------------------------

### Positive and Negative Syndrome Scale {#sec3-1}

This is a 30-item, 7-point rating scale. The Positive and Negative Syndrome Scale (PANSS) measurement derives from behavioral information plus a four-phase 30--45-min formal semi-structured clinical interview. This is followed by 7-point ratings on thirty symptoms for which each item and each level of symptom severity are defined. In the thirty items, seven are grouped to form a positive scale, seven items constitute negative scale, and the remaining 16 items constitute psychopathology scale.

### WHO Quality of Life Instrument-BREF {#sec3-2}

The WHO Quality of Life Assessment (WHOQOL)-BREF is a short 26-item version of the WHOQOL-100. It was developed using data from the field-trial version of the WHOQOL-100. It measures the QOL under four domains -- physical, psychological, social, and environmental. It consists of 26 items. All the items have a range of 1--5. The scores of questions 3, 4, and 26 are reversed so as to transform these negatively framed questions to positively framed questions. Then, the scores of items in each domain are added and the mean is calculated to give the domain score. There are also two items that are examined separately, namely overall perception of life (Q1) and overall perception of health (Q2). The four domain scores denote an individual\'s perception of QOL in each particular domain. Its psychometric properties have been found to be comparable with that of the full version of WHOQOL 100.\[[@ref1]\]

### Socioeconomic Status Schedule {#sec3-3}

This scale is designed to assess socioeconomic status (SES) based on age; caste; education; profession; income; material possession; social participation on behalf of community; housing; accommodation; marital status; and military, scientific, and intellectual achievement. This scale was developed by Sodhi in 1986.\[[@ref5]\] It has a test--retest reliability of 0.74. Regarding validity, the reported coefficient of correlation is 0.65, indicating substantial validity.

A specially designed structured pro forma was used to collect the sociodemographic and clinical variables.

Procedure {#sec2-6}
---------

Thirty patients with schizophrenia, fulfilling the inclusion and exclusion criteria, were selected from among those attending the outpatient psychiatry clinic as well as patients admitted in psychiatry wards of a tertiary care teaching hospital, by convenience sampling, during a period of 12 months. After obtaining informed consent, the sociodemographic variables and clinical details were recorded. SESS, WHOQOL BREF, and PANSS were then administered.

Thirty patients with COPD, fulfilling the inclusion and exclusion criteria, were enrolled for the study. They were recruited from the outpatient clinic and the inpatient wards, of the same hospital, by convenience sampling. After obtaining informed consent, the sociodemographic and clinical details were recorded. SESS and WHOQOL BREF were also administered.

Statistical analysis {#sec2-7}
--------------------

Data were collected and analyzed using descriptive statistics such as frequency, means, and standard deviation. Statistical analysis was done using Chi-square test, Mann--Whitney U-test, and Student\'s *t*-test.

RESULTS {#sec1-3}
=======

Demographics {#sec2-8}
------------

The sample was composed of patients with schizophrenia (*n* = 30) and COPD (*n* = 30).

There was no significant difference between the two groups in gender distribution, religion, occupation, and domicile. There were significant differences between the two groups in terms of age (*t* = 7.77, *P* \< 0.01), marital status (χ^2^ = 11.829, *P* = 0.003), educational status (χ^2^ = 16.729, *P* \< 0.01), and SES (*Z* = 2.25, *P* = 0.024) \[Tables [1](#T1){ref-type="table"} and [2](#T2){ref-type="table"}\].

###### 

Sociodemographic data of patients with schizophrenia and chronic obstructive pulmonary disease
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###### 

Socioeconomic status, duration of illness, and treatment

![](IPJ-26-140-g002)

The mean duration of illness between the two groups was also different (*Z* = 2.33, *P* = 0.02), so also the duration of treatment (*Z* = 3.84, *P* = 0.001) \[[Table 2](#T2){ref-type="table"}\].

Quality of life {#sec2-9}
---------------

The QOL of patients with schizophrenia was significantly better in the physical domain (*Z* = 2.75, *P* = 0.006) and overall perception of life (*Z* = 3.25 *P* = 0.001). Overall perception of health was also better in schizophrenia (*Z* = 1.94, *P* = 0.052). The social domain was the only one in which COPD patients had a better score than schizophrenic patients, though it was not statistically significant (*Z* = 0.17, *P* = 0.86) \[[Table 3](#T3){ref-type="table"}\].

###### 

Quality of life scores of patients with schizophrenia and chronic obstructive pulmonary disease

![](IPJ-26-140-g003)

DISCUSSION {#sec1-4}
==========

This study examined the differences in the domain of QOL in patients with schizophrenia and COPD, the former representing a chronic psychiatric illness and the latter a chronic physical illness.

Almost 50% of the schizophrenia group as well as the COPD group were unemployed, suggesting the magnitude of the disability levels caused by the illness. Only 36.7% of patients with schizophrenia were married, unlike patients with COPD where 80% were married.

The mean duration of illness in patients with COPD was significantly higher than patients with schizophrenia (9.5 years vs. 6.98 years). Similarly, duration of treatment also was longer in patients with COPD than in patients with schizophrenia (9.10 vs. 4.5 years).

Quality of life {#sec2-10}
---------------

The QOL between the two groups was compared using the WHOQOL BREF scale. Both schizophrenic and COPD patients were recruited from the outpatient department and patient wards. Therefore, both groups consisted of inpatients of varying degrees of severity and treatment. We had not compared the QOL across the groups vis a vis their severity.

It was observed that patients with schizophrenia had a significantly better QOL in the physical domain. This is understandable as COPD is a physical illness, whereas schizophrenia mainly affects the mental functions. Significant impairment in activities of daily living and mobility had been reported in patients with COPD.\[[@ref6][@ref7][@ref8][@ref9]\] In the domain of overall perception of life and overall perception of health, patients with schizophrenia reported a significantly better QOL than patients with COPD. Despite schizophrenia, afflicting every sphere of the patients\' lives, and the associated social difficulties and the negative attitude of the society toward them, these patients still reported a better perception of life than patients with COPD.

In the psychological and environmental domains of QOL, patients with schizophrenia fared better than patients with COPD, though it was not statistically significant. Only in the domain of social relationship, did the COPD group score better, but was statistically not significant.

Atkinson *et al*.\[[@ref10]\] compared the QOL of patients with schizophrenia with that of physically ill patients, from Ferrans and Powers group of hemodialysis patients. They found that, with the exception of the family component of the Quality of Life Index (QLI), no significant differences were observed between the patients with schizophrenia and patients on hemodialysis. In the family component of QLI, however, schizophrenic patients scored significantly less than patients on hemodialysis.

Our results were also in concordance with that of the study by Hasanah *et al*.\[[@ref11]\] They compared the subjective QOL of patients with diabetes with asymptomatic schizophrenic patients, using WHOQOL-100. They found that there were no significant differences in the psychological well-being and level of independence between the two groups. The most impaired aspect of well-being in the schizophrenic group was the social relationship. In our study also, social relationship was the only domain in which patients with COPD did better than patients with schizophrenia, though it did not reach statistical significance. In a study comparing the QOL of patients with schizophrenia and systemic lupus erythematosus, the scores on three of the four domains of the WHOQOL-BREF scale, namely, physical health, psychological well-being, and environmental domain, were comparable in both groups, though the schizophrenic group had better scores. Patients with schizophrenia had significantly lower scores in the social domain, as in our study.\[[@ref12]\] On comparing QOL in schizophrenia and multiple sclerosis also, comparable scores were obtained in all the four domains.\[[@ref13]\]

Studies have shown that psychiatric patients tend to report better levels of life satisfaction despite a background of impoverished living conditions. Hopes, aspirations, and perceived control may function as internal yardsticks which influence the ratings of satisfaction and consequently the QOL.\[[@ref14]\] Ultimately, it boils down to the fact that QOL is a subjective measurement. Lack of insight could also affect QOL assessments.\[[@ref10]\] The adaptation level theory which posits that the human mind has a built-in adaptation mechanism by which people gradually adapt to changes in their environment and reach a stable phase of acceptance of adverse circumstances could also account for this finding.\[[@ref15]\] Whatever the reasons attributed to, patients with schizophrenia do not experience a substantially inferior QOL as compared to physically ill patients.

In many studies comparing the QOL of patients with schizophrenia and chronic physical illnesses, the social domain was the one which was compromised in schizophrenia. The greatest challenge even today for patients, their carers, and mental health professionals is the poor social functioning. Therefore, novel treatment strategies such as oxytocin, targeting social cognition deficits that underlie the social disability, are needed.\[[@ref16]\]

Strengths and limitations {#sec2-11}
-------------------------

We could not come across any published literature comparing the QOL of patients with schizophrenia and COPD. We had excluded COPD patients with psychological illnesses. Hence, the measured QOL of COPD patients is attributable only to their physical ill health.

The sample size was small. Being conducted in a tertiary care center, the sample is not representative of the community. The study was cross-sectional in nature; therefore, changes in the QOL could not be examined in a longitudinal manner.

There were significant differences between schizophrenia and COPD patients in terms of age, marital status, SES, duration of illness, and treatment. Schizophrenia strikes at a young age and COPD is a diagnosis of older age. A disease which begins at a younger age has its impact on marital prospects, employment opportunities, and therefore SES. Therefore, such a difference between the two groups though inevitable would have had its influence on deciding the QOL.

CONCLUSION {#sec1-5}
==========

The QOL of patients with schizophrenia is by and large comparable with that of patients with COPD. In certain domains, such as physical domain and overall perception of life and overall perception of health, patients with schizophrenia scored significantly better than patients with COPD. The social domain of QOL was the only one in which schizophrenic patients did poorly, though not statistically significant. However, the current priority in managing schizophrenia is symptom reduction, though there is enough evidence that social functioning deficits begin early on in the disease and is present throughout the course.\[[@ref17]\] Although schizophrenia is often described as a chronic, devastating mental illness with poor prognosis, it is not always so. It has comparable or even better QOL than patients with chronic physical illnesses. This is important in prognosticating the outcome to schizophrenic patients and their carers who feel devastated on receiving a diagnosis of schizophrenia.

Future directions {#sec2-12}
-----------------

In light of the current study and several other robust studies, it is imperative that social functioning should be addressed on a priority basis in the management of schizophrenia. Antipsychotics do not have a robust role in improving social functioning in schizophrenia as per the current evidence.\[[@ref18]\] Novel psychosocial and pharmacotherapeutic approaches should be attempted toward the amelioration of the social functioning deficits which ultimately hamper the QOL in schizophrenia, when compared to similar chronic physical illnesses. This should be done as aggressively as addressing the main psychopathology, for a better outcome.
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